INTRODUCTION {#sec1-1}
============

Studies from the various parts of the world suggest that many patients suffering from depression manifest physical complaints which are not specifically identified by the nosological systems. It is suggested that many a times, these functional somatic complaints (FSC) dominate the clinical picture to such an extent that they exert a crucial influence on the perception of the illness. Due to the predominance of physical symptoms, many patients believe their depressive illness to be physical in origin, and consult a physician rather than mental health professionals and this may lead to misutilization of medical services.\[[@ref1]\] FSCs are known to increase the burden and disability associated with depression. Increased burden of FSCs in patients with depression also leads to increased utilization of healthcare services, greater economic burden\[[@ref2]--[@ref4]\] and contributes greatly to the recurrence of another new depressive episode several years later.\[[@ref5]--[@ref10]\]

Studies done in patients with depression presenting to different treatment settings like primary care, medical outpatient, and psychiatric outpatient clinics suggest high prevalence of FSCs across various treatment setting. Studies done in primary care setting suggest that about 66 to 73% of patients with depression and anxiety have FSC.\[[@ref11]--[@ref13]\] The prevalence figures of FSC in clinic-based studies have varied between 66 and 92%.\[[@ref14]--[@ref19]\]

Studies from different parts of the world have also described the typology of FSC in depression and in general suggest that painful symptoms are highly prevalent, although many studies have also described painless FSCs.\[[@ref20]--[@ref24]\]

Very few studies from India have focused on FSC in patients with depression,\[[@ref25]--[@ref26]\] although there are few studies which have focused on the prevalence of non-organic FSC in outpatients in general.\[[@ref27]--[@ref30]\] The only study which focused on FSC in depression reported a prevalence rate of FSC in patients with depression reported the prevalence of same to be 100%.\[[@ref26]\] The study evaluated the type of FSC by using PHQ-15 and reported feeling tired or having low energy (92.7%) as the most common symptom, followed by troubled sleeping (79.9%), nausea, gas and indigestion (68.2%), headache (68.2%), pain in arms, legs, or joints (65.9%), and feeling that heart is racing (65.2%) as other common symptoms.\[[@ref26]\] Another study evaluated the type of FSC using Bradford Somatic Inventory reported lack of energy much of the time (98%) as the most common symptom, followed by feeling tired when not working (82%), head feeling heavy (74%), feeling of constriction of head, as if being gripped (68%), aches and pains all over the body (64%) as the other common symptoms.\[[@ref25]\] Studies which have focused on patients with FSCs, most of whom have been diagnosed as having depression and seeking a psychiatric consultation, have shown that headache is the commonest FSC, reported by 81 to 84% of cases.\[[@ref27][@ref28][@ref30]\] Other commonly reported symptoms include aches and pains,\[[@ref27][@ref28][@ref30][@ref31]\] disturbance in biological functions (83%),\[[@ref29]\] weakness of body and mind (72%),\[[@ref29]\] tiredness (84%), palpitation (44-75%), sleeplessness (66-72%), weakness (66%), pain in the whole body except head and chest (63%), pain in chest (51-63%), poor appetite (63%), neck pain (60%), giddiness/fainting spells (57%), numbness/tingling sensation (57%), dizziness (49%), tremulousness of hands (46%), abdominal fullness/heaviness (43%), nausea (39%), cold sensation in the body (30%), burning sensation in whole body except for head and chest (30%).\[[@ref27]--[@ref31]\]

As evident from the literature review, although there are sporadic studies from a few centers in India, yet there is no study which has assessed the prevalence of FSC across various regions of the country using the common methodology. Hence, as a pilot project of Indian Psychiatric Society, this multicentric study aimed to estimate the prevalence and typology of FSCs in patients with first episode unipolar depression. Another aim of the project was to test the feasibility of conducting funded multicentric studies and provide research opportunities to its membership.

MATERIALS AND METHODS {#sec1-2}
=====================

This was a multicentric study, funded by the Indian Psychiatric Society. A cross sectional design was employed. The patients were assessed only once at the time of intake into the study. All the patients were recruited after obtaining a proper written informed consent and the study was approved by the ethics committees of the institutes or local ethics committees where the study was conducted.

Sixteen centers across the country participated in the study, of which 4 centers each were in the south zone and east zone, 3 centers each in the north and west zone, and 2 centers in the central zone of Indian Psychiatric Society. From the east zone, the participating centers were at Kolkata, Patna, Tezpur, and Guwahati) and from north zone the participating centers were at Chandigarh, New Delhi, and Ludhiana. The four centers in the south zone were located at Bengaluru, Chennai, Hyderabad, and Manipal and the centers in the central zone were at Agra and Lucknow. Centers in the west zone were located at Ahmadabad, Mumbai, and Wardha. Of the various centers, 4 centers were in the centrally funded Institutes with 2 having general hospital psychiatric units (Chandigarh, New Delhi) and 2 were in mental hospital set up (Bengaluru and Tezpur). Six centers were in the state Government run Medical Colleges (Ahmadabad, Kolkata, Lucknow, Mumbai, Patna, Guwahati), 3 centers were in privately run medical colleges (Chennai, Manipal, Wardha), 2 in privately run clinics (Hyderabad and Ludhiana), and 1 center was in state funded Mental Hospital (Agra).

To be included in the study, the patients were required to fulfill the criteria for Major Depressive Disorder as per DSM-IV,\[[@ref32]\] age between 16 to 65 years, duration of depression of at least 1 month, and presence of at least one FSC as per Bradford Somatic Inventory.\[[@ref33]\] Patients with diagnosis of severe depression with psychotic symptoms, recurrent depressive disorder, other comorbid psychiatric illness(s), substance use disorders including heavy smoking, organic brain syndromes, and chronic debilitating physical illnesses like diabetes, hypertension, and end-stage organ failure were excluded. Patients having a physical illness which could explain the reported somatic complaints were also excluded.

The following instruments were used for the purposes of this study:

Mini International Neuropsychiatric Interview (MINI):\[[@ref34][@ref35]\] The MINI is a brief structured interview for diagnosis of psychiatric disorders in DSM-IV and ICD-10, e.g., major depressive episode, dysthymia, psychoactive substance use disorders, etc., It is used by clinicians and can be administered over a short period of time (mean, 18.7 minutes; median, 15 minutes). The MINI is divided into modules corresponding to diagnostic categories. It elicits all the symptoms listed in the symptom criteria for DSM-IV and ICD-10 for 15 major Axis I diagnostic categories, one Axis II disorder and for suicidality. Questions are rated as either present or absent. Studies comparing the MINI with the Structured Clinical Interview for DSM-III-R: Patient version (SCID) and the Composite International Diagnostic Interview for ICD-10 (CIDI) have shown it to be an instrument with high validity and reliability.

Bradford Somatic Inventory (BSI):\[[@ref33]\] The Bradford Somatic Inventory is a multi-ethnic inventory of FSCs associated with anxiety and depression. It has 46 items which enquires about the FSCs during the previous month and, if the subject has experienced a particular symptom, whether the symptom has occurred on more or fewer than 15 days during the month (scoring 2 or 1, respectively). Test--retest reliability of the BSI administered after an interval of a week has been found to be good, with overall reliability coefficient of 0.86 and a median value of 0.63 in a British primary care population. Based on the total score, FSCs are categorized into 3 grades (a score \>40 is considered to be the 'high' range, 26-40 'middle' range, and 0-25 'low' range).

Beck\'s Depression Inventory:\[[@ref36]\] It was used to assess the severity of depression. It has 21 items, which describe a specific behavioral manifestation of depression which is rated on a graded series of 4-5 evaluation statements. BDI has been shown to have good internal consistency, test-retest and split half reliability.

Comprehensive Psychopathological Rating Scale-Anxiety Index (CPRS-AI):\[[@ref37]\] This was used to assess the level of anxiety. It comprises of 7 items, each rated on a 4 point scale of varying from 0 to 3.

Procedure {#sec2-1}
---------

Patients with a clinical diagnosis of depression and meeting the inclusion and exclusion criteria were approached for participation in the study. They were explained about the nature of the study and patients who agreed to participate and provided informed consent were recruited. The MINI was administered to confirm the diagnosis of major depressive disorder and to rule out other psychiatric disorders. Patients who fulfilled the criteria for major depressive disorder were assessed on Bradford Somatic Inventory. Thereafter, these patients were assessed on Beck\'s Depression Inventory (BDI) and Comprehensive Psychopathological Rating Scale-Anxiety Index (CPRS-AI).

Statistical analysis {#sec2-2}
--------------------

Descriptive analysis in terms of mean and standard deviation with range for continuous variables and frequency with percentage for ordinal and nominal variables was computed. Correlations between the variables were assessed using Pearson\'s product moment and Spearman\'s rank order correlation. Comparisons were done using the Chi-square test, *t*-test and Fischer exact test.

RESULTS {#sec1-3}
=======

Across the 16 centers, 746 patients were recruited for the study. However, 5 patients were excluded due to age of the participants being more than 65 years (*n*=4) and incomplete data (*n*=1). Of the 741 patients, 215 patients were from East zone, 147 were from North zone, 143 from South zone, 120 from Central zone, and 116 from West zone.

Sociodemographic profile {#sec2-3}
------------------------

The sociodemographic profile of the study participants is shown in [Table 1](#T1){ref-type="table"}. The mean age of the patients was 38.23 years (range, 16-65), with about 80% of patients in the age group of 21 to 50 years. There was nearly equal gender distribution. Majority of the participants were married, educated up to or beyond high school level, were employed, were earning less than rupees 7322, and belonged to nuclear families. Majority of the participants were Hindus and about one-fifth of them were either Muslims and about one-fifth were from other religious affiliations. There was nearly equal representation of participants from urban and rural locality.

###### 

Sociodemographic profile of study sample

![](IJPsy-55-31-g001)

Clinical profile {#sec2-4}
----------------

The mean duration of illness was 25.55 months (SD-43.12; range, 1-432 months; Median -12). Mean duration of illness was between 1-12 months for 58.3% of cases, 1-5 years for 34.1% of cases, and more than 5 years for 7.6% of cases. The mean BDI score for the study sample was 25.80 (SD-8.1). Most of the patients (56.8%) had moderate to severe depression as per BDI and slightly more than one-fourth (26.7%) had very severe depression. [Table 2](#T2){ref-type="table"} shows the frequency/prevalence and severity of each depressive symptom as per BDI. The most common depressive symptoms were pessimism (91.7%), followed by fatigue (91.6%) and change in sleep pattern (90.1%). The mean CPRS-AI score was 8.77 (SD-4.09). In terms of frequency, aches and pains (85%) were the most common anxiety symptoms followed by muscular tension (83.7%).

###### 

Rating of study participants as per Beck\'s depression inventory and comprehensive psychopathological rating scale-anxiety index
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Frequency and typology of functional somatic symptoms as per BSI {#sec2-5}
----------------------------------------------------------------

The more commonly reported FSCs were lack of energy (weakness) much of the time (76.2%), severe headache (74%), and feeling tired when not working (71%). Other details as per BSI are shown in [Table 3](#T3){ref-type="table"}. The more common FSCs reported to be present for more than 15 days during the previous month were lack of energy (weakness) much of the time (51.3%), severe headache (50.2%), feeling tired when not working (43%), pain in legs (36.4%), aches and pains all over the body (32.4%), feeling of constriction of the head (32%), head feeling heavy (31.7%), pain or tension in neck and shoulders (28.6%), head feeling hot or burning (27.5%), aware of palpitations (23.8%), and dryness of mouth and throat (23.8%). The mean total BSI score was 27.42 (SD-15.38; range, 1-89). The mean number of FSCs was 19.05 (SD-10.22). Most of the patients (77%) had more than 10 FSCs, with 39.7% having more than 20 FSCs as per BSI.

###### 

Descriptive statistics of individual functional somatic complaint as per Bradford Somatic Inventory
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Relationship of functional somatic symptoms with sociodemographic and clinical variables {#sec2-6}
----------------------------------------------------------------------------------------

Even though assessment of males included 2 extra BSI items, the total BSI score for males was less (26.26; SD-15.68) as compared to females (28.57; SD-15.01) and the difference between the 2 genders was statistically significant (*t*=2.04; *P*=0.04). Although mean number of FSCs were higher in females (19.77; SD-9.95) as compared to males (18.327; SD-10.44), the difference between the two groups was not significant. However, this became significant when the 2 symptoms which were exclusively evaluated in males were excluded (19.77±9.95 *vs*. 17.66±10.17; *t*-test value=2.85; *P*=0.004). Total BDI score was also significantly higher for females (26.84±8.8 *vs*. 24.95±7.31; *t*-test value=3.17; *P*=0.002). However, there was no significant difference in the total CPRS-AI score. None of the symptom assessed in participants of both the genders was significantly more frequent in males compared to females. The symptoms which were significantly more frequent in females were pain or tension in neck and shoulders (61.3% *vs*. 46.1%; Chi square value=16.06; *P*\<0.001), pain in chest or heart (53.2% *vs*. 37.9%; Chi square value=17.44; *P*\<0.001), choking sensation in the throat (31% *vs*. 24.4%; Chi square value=3.94; *P*=0.047), hands and feet had pins and needles or going numb (45.7% *vs*. 34.7%; Chi square value=9.34; *P*=0.002), aches and pains all over the body (59.7% *vs*. 51.2%; Chi square value=5.36; *P*=0.021), feeling of heat inside the body (53% *vs*. 43.4%; Chi square value=6.83; *P*=0.009), aware of palpitations (63.2% *vs*. 55.8%; Chi square value=4.14; *P*=0.042), low back trouble (47.3% *vs*. 37.7; Chi square value=7.04; *P*=0.008), stomach felt swollen or bloated (42.2% *vs*. 34.4%; Chi square value=4.75; *P*\<0.029), head feeling heavy (66.7% *vs*. 52%; Chi square value=16.44; *P*\<0.001), feeling tired even when not working (76.3% *vs*. 65.6%; Chi square value=10.41; *P*=0.001), pain in legs (71.2% *vs*. 56.6%; Chi square value=17.12; *P*\<0.001), feeling sick in the stomach (46.5% *vs*. 35.8%; Chi square value=16.44; *P*=0.003), feeling of pressure inside head as if head was going to burst (46.5% *vs*. 34.7%; Chi square value=10.72; *P*=0.001), feeling giddy or dizzy (51.34% *vs*. 41.7%; Chi square value=6.87; *P*=0.009), and hands and feets feeling cold (35% *vs*. 24.7%; Chi square value=9.36; *P*=0.002).

Patients from rural background had significantly higher BSI total score (29.09±16.25 *vs*. 25.94±14.43; *t*-test value=2.79; *P*=0.005) and higher BDI score (27.01±7.8 *vs*. 24.9±8.31; *t*-test value=3.54; *P*\<0.001). However, although mean number of FSCs were higher in patients from the rural background (19.77; SD-10.61 *vs*. 18.41; SD-9.82), the difference between the two groups was not significant. There was no significant difference in the CPRS-AI score. Patients from rural locality more frequently reported symptoms of feeling of constriction of head as if it was being gripped tightly from outside (49.6% *vs*. 42.3%; Chi square value=3.88; *P*=0.049), felt aches and pains all over the body (60.2% *vs*. 51.3%; Chi square value=5.91; *P*=0.015), passing urine more frequently (35.5% *vs*. 27.6%; Chi square value=5.46; *P*=0.019), stomach felt bloated or swollen (43.8% *vs*. 33.4%; Chi square value=8.48; *P*=0.004), felt tingling all over the body (36.4% *vs*. 26%; Chi square value=9.29; *P*=0.002), hearing a buzzing noise in the ears or head (30.7% *vs*. 20.1%; Chi square value=10.83; *P*=0.001), heart felt weak or sinking (35.2% *vs*. 27.04%; Chi square value=5.81; *P*=0.016), and excessive wind or bleaching (37.2% *vs*. 29.8%; Chi square value=4.55; *P*=0.033). Patients from urban locality more frequently reported symptoms of pain in chest or heart (49.23% *vs*. 41.54%; Chi square value=4.39; *P*=0.036) and whole body felt heavy (49% *vs*. 40.1%; Chi square value=5.86; *P*=0.015).

With regard to education, there was no significant difference in the total BSI, number of FSCs, total BDI and CPRS-AI score. On BSI, those educated less than high school more frequently reported the symptoms of felt lack of energy much of the time (81% *vs*. 73.4%; Chi square value=5.47; *P*=0.019), aches and pain all over the body (62% *vs*. 51.6%; Chi square value=7.61; *P*=0.006), feeling tired even when not working (75.5% *vs*. 68.3%; Chi square value=4.39; *P*=0.03), and difficulty in swallowing, as if there was a lump in throat (27.4% *vs*. 19.9%; Chi square value=5.47; *P*=0.019). Those educated up to or beyond high school more frequently reported low back trouble (45.6% *vs*. 37.2%; Chi square value=4.96; *P*=0.02).

Compared to those with higher income, patients with lower income (patient income less than 7323 rupees per month) had significantly higher number of FSCs (19.54±10.48 *vs*. 16.38±8.55; *t*-test value=3.76; *P*\<0.001), total BSI score (28.67±16.1 *vs*. 23.89±12.47; *t*-test value=3.74; *P*\<0.001), and higher total BDI score (26.41±8.08 *vs*. 24.43±8.15; *t*-test value=2.93; *P*=0.003).

Compared to those from higher socioeconomic status, patients from lower strata had significantly more frequent severe headaches (76.1% *vs*. 67.9%; Chi square value=5.0; *P*=0.025), fluttering or a feeling of something moving in stomach (45.8% *vs*. 30%; Chi square value=14.56; *P*\<0.001), burning or itching all over the skin (34.7% *vs*. 22.3%; Chi square value=10.16; *P*=0.001), pain in the chest or heart (48.5% *vs*. 37.3%; Chi square value=7.26; *P*=0.007), head feeling hot or burning (57% *vs*. 45.6%; Chi square value=7.38; *P*=0.007), aches and pains in the abdomen (46.3% *vs*. 31.6%; Chi square value=12.69; *P*\<0.001), choking sensation in throat (31% *vs*. 18.1%; Chi square value=11.84; *P*=0.001), hands and feet had pins and needles or going numb (44.3% *vs*. 28.5%; Chi square value=14.9; *P*\<0.001), aches and pains all over the body (61% *vs*. 39.9%; Chi square value=25.61; *P*\<0.001), pain or burning of eyes (48.3% *vs*. 39.9%; Chi square value=4.11; *P*=0.043), stomach feeling swollen or bloated (41.8% *vs*. 28.5%; Chi square value=10.66; *P*=0.001), pain in legs (67.9% *vs*. 52.8%; Chi square value=13.99; *P*\<0.001), feeling sick in the stomach (nausea) (43.8% *vs*. 33.7%; Chi square value=6.03; *P*=0.014), feeling tingling (pins and needles) all over the body (33.4% *vs*. 23.8%; Chi square value=6.1; *P*=0.013), bitter taste in mouth (39.6% *vs*. 22.8%; Chi square value=17.65; *P*\<0.001), and suffering from excessive wind (gas) or belching.

There was no significant difference in the total BSI, number of FSCs, and total BDI scores between Hindus and Muslims. However, total CPRS-AI score was significantly higher for Hindus (9.55±4.31 *vs*. 7.99±4.08; *t*-test value=3.72; *P*\<0.001). When compared to Hindus, Muslims more frequently reported darkness or mist in front of the eyes (54.7% *vs*. 43.6%; Chi square value=5.16; *P*=0.023), head felt hot or burning (54.7% *vs*. 41.7%; Chi square value=7.1; *P*=0.008), bitter taste in the mouth (41.6% *vs*. 29.8%; Chi square value=6.48; *P*=0.011), and passing semen in urine (21.9% *vs*. 10.96%; Chi square value=10.64; *P*=0.001). On the contrary, compared to Muslims, Hindus more frequently reported lack of energy (weakness) much of the time (73% *vs*. 86.7%; Chi square value=12.33; *P*\<0.001), sweating a lot (38.1% *vs*. 24.8%; Chi square value=8.09; *P*=0.004), and palms sweating a lot (28.2% *vs*. 19.7%; Chi square value=3.86; *P*=0.049).

Total BSI score (28.05±15.51 *vs*. 16.48±9.58; *t*-test value=5.15; *P*\<0.001), total BDI score (26.24±8.65 *vs*. 23.46±5.52; *t*-test value=2.22; *P*=0.027), and total CPRS-AI score (9.55±4.31 *vs*. 6.34±3.31; *t*-test value=5.08; *P*\<0.001) were significantly lower for Sikhs, when compared to Hindus. However, mean number of FSCs as per BSI were significantly lower for Sikhs (12.44±8.28 *vs*. 19.00±10.42; *t*-test value=4.28; *P*\<0.001). On BSI, when compared to Sikhs, Hindus more frequently reported severe headache (69.4% *vs*. 48%; Chi square value=9.31; *P*=0.002), feeling of constriction of head as if it was being gripped tightly from outside (52.4% *vs*. 24%; Chi square value=14.39; *P*\<0.001), mouth or throat felt dry (57.6% *vs*. 324%; Chi square value=11.81; *P*=0.001), reported lack of energy (weakness) much of the time (86% *vs*. 56%; Chi square value=28.33; *P*\<0.001), sweating a lot (38.1% *vs*. 18%; Chi square value=28.33; *P*\<0.001), hands and feet had pins and needles or going numb (41.9% *vs*. 16%; Chi square value=12.62; *P*\<0.001), aches and pains all over the body (61.8% *vs*. 44%; Chi square value=5.9; *P*\<0.015), aware of palpitations (64.4% *vs*. 28%; Chi square value=24.88; *P*\<0.001), indigestion (38.4% *vs*. 16%; Chi square value=9.72; *P*=0.002), trembling or shaking (47.9% *vs*. 28%; Chi square value=7.01; *P*=0.008), passing urine more frequently (32.5% *vs*. 14%; Chi square value=7.18; *P*=0.007), low back trouble (48.1% *vs*. 8%; Chi square value=29.2; *P*\<0.001), stomach felt swollen or bloated (37.2% *vs*. 22%; Chi square value=4.50; *P*=0.03), head feeling heavy (61.6% *vs*. 44%; Chi square value=5.76; *P*\<0.016), feeling tired even when not working (71.8% *vs*. 54%; Chi square value=6.73; *P*=0.009), feeling pressure in the head as if it is going to burst (41% *vs*. 24%; Chi square value=5.41; *P*=0.02), tingling (needle and pin) all over the body (33.9% *vs*. 12%; Chi square value=9.91; *P*=0.002), constipation (35.3% *vs*. 20%; Chi square value=4.68; *P*\<0.03), palms sweating a lot (28.2% *vs*. 14%; Chi square value=4.6; *P*\<0.032), difficulty in swallowing as if there is a lump in the throat (23.2% *vs*. 6%; Chi square value=7.88; *P*=0.005), feeling giddy or dizzy (51.6% *vs*. 10%; Chi square value=31.12; *P*\<0.001), whole body feeling heavy (44.5% *vs*. 18%; Chi square value=12.95; *P*\<0.001), hearing a buzzing noise in ears or head (27.5% *vs*. 4%; Chi square value=13.15; *P*\<0.001), heart felt weak or sinking (34.4% *vs*. 12%; Chi square value=10.27; *P*=0.001), excessive wind (gas) or belching (32% *vs*. 18%; Chi square value=4.12; *P*\<0.042), and hands and feet feeling cold (32.5% *vs*. 16%; Chi square value=5.69; *P*\<0.017). On the contrary, compared to Hindus, Sikhs more frequently reported head felt hot or burning (62% vs. 41.7%; Chi square value=7.87; *P*=0.005) and pain in the legs (72% *vs*. 56.2%; Chi square value=4.59; *P*=0.032).

Overall, there was no significant difference between the total BSI, total number of FSCs, and total BDI scores between Hindus and Christians. However, total CPRS-AI was significantly higher for Hindus (9.55 *vs*. 7.68; *t*- test value=2.73; *P*=0.007). Compared to Hindus, Christian more frequently reported severe headache (100% *vs*. 69.43%; Chi square value with Yate\'s correction=15.88; *P*\<0.001), fluttering or feeling of something moving in the stomach (56.1% *vs*. 38.1%; Chi square value=5.01; *P*=0.025), skin burning or itching all over (63.4% *vs*. 23.2%; Chi square value=30.78; *P*\<0.001), felt pain in chest or heart (70.7% *vs*. 40.3%; Chi square value=14.13; *P*\<0.001), sweating a lot (56.1% *vs*. 38.15%; Chi square value=5.02; *P*=0.02), feeling heat inside the (75.6% *vs*. 45.5%; Chi square value=13.57; *P*\<0.001), felt pain or burning in the eyes (56.1% *vs*. 39.6%; Chi square value=4.21; *P*=0.04), pain in legs (87.8% *vs*. 56.16%; Chi square value=15.46; *P*\<0.001), difficulty in breathing even when at rest (58.5% *vs*. 32%; Chi square value=11.67; *P*=0.001), bitter taste in the mouth (46.3% *vs*. 29.8%; Chi square value=4.72; *P*=0.03), and burning sensation in the urine (34.14% *vs*. 20.6%; Chi square value=4.01; *P*=0.045). When compared to Christians, Hindus more frequently reported feeling of constriction of head, as if it was being gripped tightly from outside (52.4% *vs*. 24.9%; Chi square value=11.7; *P*=0.001), reported lack of energy (weakness) much of the time (86% *vs*. 48.8%; Chi square value=36.25; *P*\<0.001), head felt hot or burning (85.4% *vs*. 41.7%; Chi square value=28.71; *P*\<0.001), aches and pains all over the body (61.8% *vs*. 31.7%; Chi square value=14.05; *P*\<0.001), constipation (35.3% *vs*. 12.2%; Chi square value=8.99; *P*=0.003), feeling giddy or dizzy (51.6% *vs*. 34.1%; Chi square value=4.58; *P*=0.032), and difficulty in getting erection (20.4% *vs*. 2.4%; Chi square value with Yates Correction=6.75; *P*=0.005).

Clinical variables {#sec2-7}
------------------

When total BSI and total CPRS scores were compared between different severities of depression as assessed by BDI, it was seen that there was significant difference in the total BSI score between the different depression categories. With regard to anxiety, there was no significant difference between the mild depression and the moderate to severe depression groups, but those with very severe depression had significantly higher anxiety scores too. The results are shown in [Table 4](#T4){ref-type="table"}.

###### 

Relationship of severity of depression with Bradford Somatic Inventory and comprehensive psychopathological rating scale-anxiety index
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When the frequency of BSI symptoms were compared across the depression severity groups, in general, all the symptoms were significantly more frequent in the moderate to severe depression and very depressed groups, compared to mild depression group except for the symptoms of burning or itching all over the skin, sweating a lot, hands and feet have pins and needle like sensation or gone numb, felt pain or burning in the eyes, indigestion, stomach felt swollen or bloated, constipation, wanted to open bowel more often than usual, burning sensation while passing urine, excessive wind (gas) or bleaching, hands and feet feeling cold, and passing semen in the urine.

With regard to clinical correlates, there was positive correlation between total BSI score and total BDI score (Pearson Product moment correlation value=0.321; *P*=0.001) and total BSI score and total CPRS-AI score (Pearson Product moment correlation value=0.413; *P*=0.001). Total BDI score also had positive correlation with total CPRS-AI score (Pearson Product moment correlation value=0.256; *P*\<0.001). Total number of FSCs also had positive correlation with total BDI score (Pearson Product moment correlation value=0.258; *P*\<0.001) and total CPRS-AI (Pearson Product moment correlation value=0.377; *P*\<0.001).

Total duration of illness did not have any significant association with total BSI score. However, there was positive correlation between total duration of illness and total BDI score (Pearson Product moment correlation value=0.321; *P*=0.001), and negative correlation with total CPRS-AI score (Pearson Product moment correlation value=-0.076; *P*=0.038). There was no correlation of total BSI score, total BDI score, total CPRS-AI with the age of onset and the duration of illness.

DISCUSSION {#sec1-4}
==========

This is the first multicentric study funded by the Indian Psychiatric Society. At one level, this was also a feasibility study, which tried to evaluate whether multicentric studies with low funding resources are possible or not. The study involved 16 centers across various treatment settings. It was desired that at least each center recruits 50 patients and it was seen that except for 3 centers, most of the centers recruited about 50 patients. This suggests that if concerted efforts are made, multicentric studies can be done with reasonable amount of funding.

The aim of this study was to evaluate the typology of first episode depression. The study included 741 subjects with reasonable representation from each zone of the country. The mean age of the patients was about 38 years, with about 80% of patients in the age group of 21 to 50 years. There was nearly equal gender distribution and those from urban and rural backgrounds also had nearly equal distribution. Majority of the participants were married, Hindus, educated up to or beyond high school level, were employed, were earning less than 7322 rupees, and belonged to nuclear families. This sociodemographic profile is similar to other studies from India which has evaluated patients of depression.\[[@ref25][@ref26]\] Although the mean duration of illness was 25.55 months, the median was 12 months, which is similar to the mean reported in earlier studies which have evaluated FSC in depression.\[[@ref25][@ref26]\] Majority of the patients had moderate to severe depression, as seen in earlier studies.\[[@ref19][@ref25][@ref26]\] The mean BDI score for the study sample was 25.80 (SD-8.1), which is higher than that reported by Chakraborty *et al*.,\[[@ref25]\] suggesting that the severity of depression of patients included in this study was greater. However, the mean CPRS-AI score was 8.77, which is similar to that reported in an earlier study.\[[@ref25]\]

The most commonly reported FSCs were lack of energy (weakness) much of the time (76.2%), severe headache (74%), and feeling tired when not working (71%). Other commonly reported symptoms present in about half of the sample were pain in legs (64%), aware of palpitations (59.5%), head feeling heavy (59.4%), aches and pains all over the body (55.5%), mouth or throat getting dry (55.2%), pain or tension in neck and shoulder (54%), head feeling hot or burning (54%), and darkness or mist in front of the eyes (49.1%). This profile of FSCs is quite similar to that reported in an earlier study from India which evaluated FSC using BSI in a small sample size.\[[@ref25]\] Other study which evaluated FSC using PHQ-15 also reported a similar profile. Studies from the West, which have evaluated FSCs across various settings using different instruments like somatic symptom inventory (SSI) and self report 90 item symptom checklist, have also reported high prevalence of different painful symptoms, as noted in the present study.\[[@ref17]--[@ref19][@ref38]\] The above similarities suggest that many FSCs are present in patients with depression, which are specifically not included in the nosological systems and these FSCs are present across different cultures and different treatment settings. Current nosological systems (DSM-IV\[[@ref32]\] and ICD-10\[[@ref39]\] ) include FSCs like feeling tired, having low energy and trouble sleeping as part of the diagnostic criteria of depression. Many other FSCs, especially the painful symptoms, gastrointestinal symptoms and autonomic symptoms are not included in the nosological systems. Hence, in future the nosological systems should give adequate weightage to these symptoms and some of the common FSC could be given weightage in the diagnostic criteria for depression. This would possibly improve the identification of depression in primary care setting. Furthermore, the findings of the study also suggest that clinicians should routinely look for FSCs while assessing patients with depression and various clinical trials should also take these complaints into account while evaluating the efficacy of various antidepressants in patients of depression.

The mean total BSI score in the present study was 27.42 which was more than that reported in an earlier study.\[[@ref25]\] The mean number of FSCs was 19.05 (SD-10.22), with most of the patients (77%) having more than 10 FSCs. These figures are more than the number of FSCs reported by Grover *et al*.\[[@ref26]\] However, this can be understood in light of the fact that PHQ-15 covers only 15 symptoms, whereas the BSI has wider coverage and includes 46 symptoms.

Reasonably larger sample of the present study allowed us to evaluate the sociodemographic and clinical variables associated with FSCs in depression. With regard to clinical variables, it was seen that the severity and number of total FSCs had positive correlation with severity of depression as assessed by BDI and CPRS-AI. Similar correlations between FSCs, especially painful symptoms and severity of depression\[[@ref17][@ref19][@ref25][@ref26][@ref38][@ref40]\] and anxiety,\[[@ref7][@ref40]--[@ref43]\] have been reported in various studies across the globe. However, few studies conducted in different treatment settings do not support the positive association between severity of depression and prevalence of FSCs.\[[@ref5][@ref6][@ref33][@ref44]\] Similarly, the positive correlation between anxiety levels and severity of FSCs is contradictory to that reported in the earlier study from India, which included a smaller sample size.\[[@ref25]\] Overall, there is more evidence to suggest the positive association between prevalence of FSC and severity of depression. Hence, the association of severity and number of FSCs with severity of depression and anxiety suggests that these symptoms are part and parcel of depression.

With regard to sociodemographic variables, total BSI score and mean number of FSCs were significantly higher for females. This finding is supported by previous studies which have reported higher prevalence of FSCs in females.\[[@ref40][@ref45]--[@ref47]\] Similar finding of higher prevalence of FSCs in females have been reported in an earlier study from India,\[[@ref27]\] whereas other studies have reported higher prevalence in males.\[[@ref28][@ref30]\] However, it is important to note that the latter studies did not assess specifically the patients of depression. Two studies from India which assessed the patients of depression reported no difference between the gender;\[[@ref25][@ref26]\] however, these studies had relatively smaller sample size compared to the present study. Furthermore, females more frequently had symptoms of pain or tension in neck and shoulders, pain in chest or heart, choking sensation in the throat, hands and feet had pins and needles or going numb, aches and pains all over the body, feeling of heat inside the body, aware of palpitations, low back trouble, stomach felt swollen or bloated, head feeling heavy, feeling tired even when not working, pain in legs, feeling sick in the stomach, feeling of pressure inside head as if head was going to burst, feeling giddy or dizzy, and hands and feet feeling cold. The previous study, which evaluated FSCs by using PHQ-15, also reported higher prevalence of back pain and pain in arms, legs, or joints in females.\[[@ref26]\] These findings need to be evaluated further, so as to have better understanding about manifestation of depression in patients with either gender. In the present study, patients from rural background had significantly higher BSI total score and higher number of total BSI symptoms, compared to those from the urban background. These findings suggest that the manifestation of depression is to a certain extent influenced by the locality of residence. Previous studies have not evaluated such relationship and in future, it would be useful to look at this relationship. In the present study, there was no significant difference in the number of FSCs and severity of FSCs between those educated less than high school and those educated up to or beyond high school. This is contradictory to the studies from the West.\[[@ref40][@ref45]--[@ref47]\] Presence of higher number of FSCs in those from lower socioeconomic status is supported by findings from the West.\[[@ref40][@ref45]--[@ref47]\]

Certain differences in the prevalence and type of FSCs were also seen in patients from different religion. Although previous studies have looked at the differences in other symptoms of depression, for example, suicidal behavior, no study has looked at the difference in manifestation of FSCs across different religious affiliations.

There are certain limitations of the present study in the form of cross-sectional design and lack of assessment of other clinical correlates of depression. The study was also limited to only treatment seeking patients attending the mental healthcare facilities. Relationship of FSCs with treatment adherence, drug compliance and help-seeking behavior was not studied. Future studies should attempt to overcome these limitations. Research in this area should also focus on developing effective interventions for FSCs in patients of depression.

To conclude, this study suggests that FSCs are highly prevalent in patients diagnosed with major depressive episode. Most of the patients have more than 10 FSCs and the common FSCs are lack of energy (weakness) much of the time, severe headache and feeling tired when not working, pain in legs, aware of palpitations, head feeling heavy, aches and pains all over the body, mouth or throat getting dry, pain or tension in neck and shoulder, head feeling hot or burning, and darkness or mist in front of the eyes. When one compares the findings of the present study with literature, this study also suggests that the type of FSCs are similar to certain extent across different cultures. The prevalence and type of FSC in patients with depression is to a certain extent associated with sociodemographic variables and severity of depression. In view of the high prevalence of FSCs in depression, it is important to include these symptoms in the diagnostic criteria of depression, so as to increase the sensitivity and specificity of the diagnosis.
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